Introduction
Maintenance haemodialysis for chronic renal failure is still considered a difficult and demanding treatment (Drukker et al., 1968) . Consequently this therapy is still available to only 5-10% of potential patients in the western world, and a majority of patients with chronic renal failure die prematurely and unnecessarily.
One attempt to widen treatment availability has been the use of the domestic environment for maintenance haemodialysis. Since its introduction four years ago Curtis et al., 1965) there has been a progressive growth of this form of treatment and several centres have now reported successful results (Hilton et al., 1968 ;  Rae et al., 1968 ;  Shaldon and Oakley, 1968) . However, it has become apparent that the major limiting factors in the widespread use of home haemodialysis are recurrent medical problems associated with the external Silastic-Teflon shunt. Shunt problems have inevitably required specialist aid and have thus hindered the general practitioner in his ability to maintain effective medical supervision of the patient in a domestic environment.
In an attempt to reduce the role of specialist involvement in domestic maintenance haemodialysis a trial of the internal arteriovenous fistula has been undertaken in a domestic environment since October 1967. This communication describes preliminary results achieved in five patients.
Patients
Five patients (four men and one woman) aged 18 to 45 (Table I) , all with end-stage renal failure, who had previously been well maintained on maintenance haemodialysis in a domestic environment for periods of between one and two years, had a standard laterolateral internal arteriovenous fistula (anastomotic size 0.3-0.5 mm.) created between the radial artery and a suitable vein (Hanson et al., 1967) in a previously noncannulated arm. No attempt was made to use the arteriovenous fistula for 4 to 12 weeks after surgery. All patients were dialysed three times a week on a small-volume two-layered Kiil dialyser, using warm single-pass dialysate at 500 ml./min. and a model A Milton Roy automated monitoring and supply unit incorporating a blood-leak detector (Shaldon et al., 1966 General medical health has been well maintained and no major medical problems have been encountered. No patient has received any antibiotic therapy since having the external shunt removed. Biochemical control has shown a 10% improvement in small molecular nitrogen compounds associated with a higher blood flow rate. Haematocrit levels have not significantly altered (mean 31 % ; range 16-45 %) and no patient has required transfusion (Table III) . the creation of the arteriovenous fistulas in the opposite limb when the patient was no longer in congestive heart failure or significantly hypertensive. This precaution has been taken to avoid significant haemodynamic effects with the arteriovenous fistula, though in clinical and radiological observation to date none of our patients has shown any evidence of cardiac decompensation.
Training for home dialysis has proceeded by using the standard Silastic-Teflon shunt for periods of up to two months and then establishing the patient in his home. After a period of one month in the home these new patients have returned to the centre to begin training for the use of their arteriovenous fistulas. It is important to stress that the mastering of the arteriovenous fistula technique for home dialysis should be delayed until the patient and family are competent at conventional home haemodialysis. After the period of training with the fistula has been completed the patient has returned home for a further month, and finally the Silastic-Teflon cannula has been electively removed.
The major danger of pumped haemodialysis is the risk of air embolus from the creation of a vacuum in the outflow line between the blood source and the blood pump. The use of a collapsible pressure monitor proximal to the blood pump has proved satisfactory in preventing the development of a vacuum in the outflow line, but in addition a monitor for detecting the blood level in the return bubble trap is being evaluated to further minimize the risk of air embolus. Additional alarms due to the extra monitors have not been troublesome, and patients have learnt to accept the occasional extra alarm as part of the inconvenience of the use of the fistula. There has been no evidence of increased red cell destruction by the continued. use of a blood pump, as indicated by an absence of a rise in free plasma haemoglobin levels after dialysis. In addition there has been a steady or rising haematocrit in all patients and zero transfusion requirements.
The most significant medical fact has been that no patient has required antibiotics since using the fistula in the home. The implication of this on the general health of the patient and the absence of recurrent infection problems remains to be more fully evaluated.
The economic impact of fistula dialysis in the home shows a slight increase in running costs due to the needles, which is more than offset by savings in the dressings required, antibiotics not used, and the cost of recurrent cannulation and declotting procedures.
Conclusions
The internal arteriovenous fistula would appear to be superior to the use of the arteriovenous shunt in home haemodialysis, eliminating many of the medical problems associated with home haemodialysis and offering patients a freer and more normal prospect of life.
Introduction
The value of the electrocardiogram (E.C.G.) in the diagnosis of major attacks of myocardial infarction is well established, but it is too readily assumed that the E.C.G. affords a simple and decisive means of diagnosis in the case of slight and subacute attacks. Because of this there is a growing demand that hospitals should make arrangements for carrying out E.C.G. examinations of patients at the request of their family doctors, and report on the tracings without the cardiologist seeing the patient. It is clearly desirable that the family physician should be furnished with every means for increasing his diagnostic accuracy, but it seems to me that the value and limitations of the E.C.G. in the diagnosis of suspected coronary attacks need to be clearly defined. The following study was undertaken with this object.
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